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A CASE  OP  COMPLETE  REMOVAL  OF  A MULTI- 
LOCULAR  CYST  OF  THE  PANCREAS;  RECOVERY. 

By  John  D.  Malcolm,  M.B.,  C.M.,  F.R.C.S.  Edin. 


I was  asked  by  Mr.  Manley  Sims  to  see  the  subject  of  the 
following  notes  on  October  5th,  1897.  The  patient,  a married 
woman,  49  years  of  age,  had  first  noticed  a swelling  in  the 
abdomen  about  seven  months  earlier,  her  attention  having  been 
drawn  to  the  part  by  a slight  tenderness.  She  stated  that  the 
swelling  had  grown  very  rapidly.  By  palpation  with  one  hand 
behind  and  the  other  over  the  front  of  the  abdomen  a growth 
was  easily  felt  in  the  left  loin.  It  appeared  to  be- from  5 to  6 
inches  in  diameter,  and  of  a more  or  less  uniformly  rounded 
shape.  Its  greatest  bulk  was  below  the  costal  margin,  but  it  was 
freely  movable  and  could  be  pushed  with  particular  ease  upwards 
and  backwards,  until  about  three-fourths  of  it  were  overlapped  by 
the  ribs.  The  percussion  note  over  the  upper  part  of  the  anterior 
and  outer  aspects  of  the  growth  was  dull;  over  the  lower  and 
inner  parts  the  note  was  resonant.  The  percussion  note  was 
shghtly  duller  over  the  ordinary  position  of  the  spleen  than  over 
the  neighbouring  lung  tissues,  this  impaired  resonance  beino- 
quite  separate  from  the  abnormal  dulness  over  the  tumour  in 
the  abdomen.  The  right  kidney  was  palpable  and  appeared  to 
e of  normal  size  and  somewhat  movable.  The  tumour  had  no 
connection  with  the  pelvis.  Mr.  Sims  had  repeatedly  examined  the 
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urine,  and  had  invariably  found  it  free  from  albumen  and  sugar. 
In  all  other  respects  the  patient  was  perfectly  healthy  and  there 
was  no  history  of  any  injury.  During  her  first  pregnancy  she 
suffered  from  severe  eclampsia,  for  which  Dr.  Champneys 
induced  premature  labour.  The  child  lived,  and  subsequently 
two  other  children  were  born  without  trouble  of  any  kind.  The 
patient  had  lost  flesh  to  some  extent  but  she  was  very  well 
nourished  and  had  been  doing  her  best  to  reduce  her  weight. 
The  family  history  threw  no  light  on  the  nature  of  the  tumour. 

I believed  the  growth  to  be  renal.  I thought  it  was  solid,  and 
I inclined  to  the  opinion  that  it  was  a sarcoma.  It  wTas  arranged 
that  another  consultation  should  take  place  a month  or  six  weeks 
later,  and  that  in  the  meantime  the  patient  would  not  take 
violent  exercise  or  expose  herself  to  any  avoidable  risk  of  injury. 
The  patient  was  also  seen  by  Dr.  Champneys  and  Mr.  Frederick 
Treves  with  Mr.  Sims,  and  early  in  November  we  all  met  in 
consultation.  The  tumour  was  not  larger  then  ; if  anything,  I 
thought  it  smaller  and  more  mobile  than  before.  It  was  much 
softer  and  there  was  little  doubt  that  it  contained  fluid.  The 
patient  had  increased  in  weight  by  4 lbs.  I at  once  gave  up  the 
diagnosis  of  sarcoma,  and  we  all  agreed  that  the  growth  was  most 
probably  a hydronephrosis,  although  it  was  remarked  that  the 
diagnosis  was  not  absolutely  certain  and  that  the  possibility  of  the 
tumour  being  a neoplasm  was  an  additional  reason  for  recom- 
mending operative  treatment.  I have  to  thank  my  fellow  con- 
sultants for  allowing  me  to  mention  their  names  in  connection 
with  this  case;  that  we  should  all  four  have  been  at  fault  is 
sufficient  evidence  of  the  difficulty  of  making  a correct  diagnosis. 
On  the  assumption,  then,  that  we  had  to  deal  with  a hydro- 
nephrosis the  risks  of  removal  of  the  kidney  and  the  risks  of 
leaving  it  alone  were  placed  before  the  patient  and  her  friends, 
and  it  was  decided  that  it  should  be  removed. 

On  November  9th,  in  the  presence  of  Mr.  Manley  Sims,  I opened 
the  abdomen  by  a vertical  incision  about  2 inches  to  the  left  of  the 
middle  line,  and  ascertained  that  the  right  kidney  was  of  normal 
shape,  size,  and  consistence,  quite  smooth  on  its  surface,  and 
slightly  more  mobile  than  usual.  The  tumour  was  larger  than  I 
had  supposed,  and  more  irregular  in  outline.  The  transverse 
colon  lay  in  front  of  it.  Above  the  colon  the  tumour  was  covered 
by  peritoneum  and  connective  tissue.  In  cutting  down  on  the 
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growth  I seemed  to  divide  one  layer  of  peritoneum  only.  Appa- 
rently the  tumour  presented  itself  outside — i.e.,  to  the  left  of 
the  lesser  sac  of  the  peritoneum.  The  kidney  was  afterwards 
found  immediately  behind  the  cyst,  and  the  lesser  sac  of  the 
peritoneum  was  not  opened.  A very  thin-walled  and  obviously 
multilocular  cyst  was  exposed,  some  of  the  loculi  being  of  a deep 
venous  blue  colour  and  others  almost  white.  The  tumour  had 
more  the  appearance  of  one  of  those  rare  congenital  cystic  degene- 
rations of  the  kidney  than  anything  else  I had  seen  in  this  part 
of  the  abdomen.  After  enucleating  the  anterior  part  of  the 
growth  I aspirated  and  drew  off  about  three-quarters  of  a pint  of 
dark  porter-like  fluid,  and  on  pushing  the  cannula  into  another 
cyst  a few  ounces  of  opaque,  straw-coloured,  almost  white  fluid 
were  extracted.  Having  secured  the  puncture  opening  made  by 
the  trocar,  I enucleated  the  tumour  until  I was  able  to  bring  the 
bulk  of  it  outside  the  abdominal  walls.  The  smooth  surfaces  of 
the  cyst  were  easily  shelled  out  of  the  connective  tissue,  but  the 
lines  of  union  of  the  cysts  were  firmly  adherent,  and  had  to  be 
separated  by  scissors.  In  enucleating  the  base  of  the  growth  I 
noticed  that  the  tail  of  the  pancreas  was  closely  adherent  to  its 
inner  surface.  As  in  the  case  operated  on  by  De  Wildt  and 
referred  to  by  Mr.  Doran, # it  was  only  when  the  pancreas 
was  seen  that  the  true  nature  of  the  tumour  was  discovered, 
De  Wildt’s  case  having  also  been  mistaken  for  a hydronephrosis. 
As  the  tumour  was  very  multilocular  and  appeared  to  have  solid 
portions  in  it,  which,  however,  afterwards  proved  to  be  small 
cysts,  and  as  its  growth  seemed  to  have  been  rapid,  I thought  it 
was  probably  of  a malignant  nature,  and  I considered  it  wiser  to 
remove  the  tumour,  if  possible,  than  to  drain  it,  especially  as  the 
exposed  pancreatic  tissue  appeared  to  be  quite  healthy.  The  tail 
of  the  pancreas  to  the  extent  of  about  2 inches  was  intimately 
connected  with  the  tumour,  but  part  of  the  attachment  was  by 
connective  tissue  only.  The  growth  had  developed  from  the 
upper  and  posterior  surface  of  the  pancreas,  and  a considerable 
portion  of  the  cystoma  had  still  to  be  enucleated  from  the  back  of 
the  loin  pouch.  During  the  necessary  manipulation  a cyst  burst 
in  the  deepest  part  of  the  growth  and  several  ounces  of  dark- 
coloured  fluid  escaped.  This  was  caught  in  my  hand  or  in 
sponges  by  my  assistant,  Dr.  Andrew  El  Hot,  so  that  very  little, 
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if  any,  soiled  the  tissues.  The  postei’ior  part  of  the  attachment 
to  the  pancreas  was  so  intimate  that  the  pancreatic  tissue  had  to 
be  divided  in  order  to  get  the  tumour  away.  There  was  no 
pedicle,  but  when  the  connective  tissue  union  between  the  gland 
and  the  tumour  was  separated,  traction  on  the  growth  drew 
the  pancreatic  tissue  forward  so  as  to  form  a kind  of  cone 
through  which  I passed  a double  ligature.  The  two  ligatures 
were  carefully  interlocked  and  tied,  one  on  each  side  of  the 
transfixed  piece  of  tissue.  The  growth  was  then  cut  away  and 
I noticed  a very  large  vessel  about  the  size  of  the  radial  artery 
in  the  tied  portion  of  pancreatic  tissue.  Numerous  ligatures 
of  fine  silk  were  applied  to  the  divided  attachments  which 
had  been  temporarily  secured  by  pressure  forceps.  When  all 
haemorrhage  appeared  to  be  arrested  the  parts  were  allowed  to 
drop  into  their  proper  position  at  the  back  of  the  abdomen  and  it 
was  then  immediately  obvious  that  there  was  very  free  haemor- 
rhage. This  was  at  once  arrested  when  the  parts  were  again 
drawn  forwards,  the  traction  being  sufficient  to  occlude  the 
vessels.  Obviously  it  was  not  wise  to  transfix  and  tie  large 
pieces  of  tissue,  and  for  a short  time  I feared  I should  fail 
altogether  to  stop  the  bleeding.  It  was  with  the  greatest 
difficulty  that  I managed  to  see  the  parts  in  a sufficiently 
relaxed  condition  to  discover  and  secure  an  artery  in  the  pan- 
creatic tissue  -which  spouted  freely  close  to  the  portion  tied  by 
transfixion.  The  securing  of  this  vessel  reduced  the  hasmorrhage, 
but  some  oozing  continued  until,  with  a needle  on  a handle,  I 
passed  a continuous  suture  over  another  portion  of  raw  pancreatic 
tissue  from  which  the  oozing  seemed  to  come.  By  these  means  the 
bleeding  was  arrested  so  thoroughly  that  when  I had  inserted  the 
sutures  in  the  abdominal  wall  and  had  ascertained  that  the  spleen 
and  left  kidney  were  present  and  apparently  normal  the  divided 
tissues  were  still  very  dry.  I therefore  closed  the  abdominal 
cavity  without  drainage.  I carefully  noted  that  in  case  there 
should  be  evidence  of  an  accumulation  of  any  kind  in  the  course 
of  convalescence  it  would  be  very  easy  to  drain  the  cavity  from 
which  the  tumour  had  been  removed  through  the  back  of  the 
loin  close  to  the  twelfth  rib. 

During  the  first  48  hours  after  the  operation  the  patient  had  a 
good  deal  of  discomfort  from  flatulence,  and  towards  the  end  of 
the  first  -week  she  seemed  more  feeble  than  patients  who  have 
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undergone  an  abdominal  section  usually  are.  The  highest  tem- 
perature, taken  in  the  vagina,  was  102°  F.,  recorded  on  the  second 
night  after  the  operation,  and  it  was  never  above  100°  after  the 
eighth  day.  After  the  third  week  the  temperature  was  normal. 
The  highest  pulse  was  106,  recorded  the  night  after  the  operation. 
The  urine  passed  in  the  first  16  hours  contained  albumen,  more  in 
the  first  specimen  than  later.  Since  then  the  urine  has  been  free 
from  albumen.  Sugar  has  not  been  detected  in  the  urine  and 
there  have  been  no  signs  of  diabetes.  There  has  been  at  times 
some  tenderness  in  the  situation  of  the  tail  of  the  pancreas  which 
has  been  aggravated  by  the  administration  of  food  and  relieved  by 
antispasmodics.  Otherwise  convalescence  has  been  uninterrupted. 
Mr.  Shattock  has  kindly  sent  me  the  following  description  of  the 
tumour,  in  which  he  finds  “ no  evidence  of  malignancy  ” : “A 
thin-walled  cyst  which  was  removed  from  the  pancreas ; it 
measures  about  6 inches  in  its  chief  diameter  and  is  multi- 
locular.  Some  of  the  larger  compartments  communicate  with 
certain  of  the  lesser  by  circular,  sharply-defined  apertures,  due 
probably  to  atrophy  of  the  intervening  partitions.  The  interior 
of  many  of  the  cavities  is  blood-stained  fi’om  haemorrhage. 
During  the  operation  much  of  the  fluid  was  withdrawn  by 
aspiration  from  two  of  the  chief  loculi ; that  from  one  was 
quite  clear,  that  from  the  other  blood-stained.  The  somewhat 
ropy,  dull-brown  mixture  of  the  two  was  found  to  be  strongly 
amylolytic  when  tested  on  starch  solution.” 

This  case  illustrates  very  well  some  of  the  features  of  pancreatic 
cysts.  As  in  many  of  the  others  on  record  the  nature  of  the 
tumour  was  not  recognised  before  the  operation.  Indeed,  it 
seems  to  me  that  a positive  diagnosis  could  only  have  been  made 
by  withdrawing  some  of  the  fluid  and  examining  it.  This  pro- 
ceeding should  never  be  resorted  to  except  in  cases  in  which  an 
exploratory  operation  is  not  permissible  on  account  of  the  debility 
of  the  patient.  To  put  a trocar  into  an  abdominal  tumour  of 
unknown  nature  may  lead  to  dangerous  haemorrhage  or  to  the 
escape  of  fluid  into  the  peritoneal  cavity,  with  the  possibility  that 
the  escaping  fluid  may  be  intensely  irritating.  An  exploratory 
puncture  may  also  lead  to  the  diffusion  of  septic  matter  or  of 
malignant  disease  previously  encapsuled,  and  there  is  in  addition 
the  risk  of  injury  to  important  structures.  In  the  case  of  pan- 
creatic cy  sts,  for  instance,  the  stomach  and  colon  have  been  found 
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so  flattened  on  the  front  of  the  tumour  as  to  give  a dull  note 
on  percussion  and  the  stomach  has  actually  been  perforated  in 
aspirating  one  of  these  cysts.  Any  one  of  these  dangers  is  of 
sufficient  importance  to  outweigh  all  the  advantages  to  be  gaini-ij 
by  puncture  and  to  determine  a decision  in  favour  of  performing 
an  exploratory  operation  except  under  the  most  exceptional  cir- 
cumstances. Moreover,  in  the  case  I have  related  there  is  a 
strong  probability  that  if  a certain  diagnosis  of  pancreatic  cyst 
had  been  made  by  an  exploratory  puncture,  or  by  other  means, 
drainage  through  the  loin  might  have  been  considered  the  proper 
treatment,  and  it  is  fairly  certain  that  drainage  would  have  done 
no  real  good  in  the  case  of  a tumour  with  so  many  loculi.  The 
error  in  diagnosis  may  therefore  be  looked  upon  as  a fortunate 
circumstance  in  this  case.  1 think  there  can  be  no  doubt  that 
when  a pancreatic  cyst  has  been  diagnosed  and  drainage  has  been 
decided  on  the  opening  into  the  cyst  should  be  made  from  the  loin 
if  the  tumour  presents  in  that  position  on  either  side.  But  the 
diagnosis  should  flrst  be  verified  by  abdominal  section.  Drainage 
through  the  loin  is  easy,  and  as  the  cyst  contracts  it  naturally 
falls  backwards  and  closes  on  the  opening,  whereas  if  the  cyst 
be  attached  to  the  lips  of  an  incision  in  the  anterior  abdominal 
wall  and  drained  thus  it  must  form  a long,  and  perhaps  a funnel- 
shaped  tube  across  the  abdomen,  difficult  to  drain,  and  possibly  a 
source  of  other  troubles  as  it  contracts.  Some  of  the  drained 
cases  are  reported  as  being  cured  in  a few  weeks  ; but  others  have 
taken  a very  long  time  to  heal  or  a peimianent  sinus  has  been  left, 
and  in  one  case  * malignant  disease  developed  around  the  orifice 
of  the  sinus. 

A characteristic  feature  of  these  tumours  is  the  liability  to 
haemorrhage  into  them.  Before  I saw  the  case  just  related  the 
patient  had  been  taking  much  exercise  on  horseback,  and  the 
character  of  the  fluid  in  the  cysts  showed  clearly  that  haemorrhage 
had  taken  place  into  some  of  the  loculi.  There  can  hardly  be  a 
doubt  that  the  rapid  increase  in  the  size  of  the  tumour  was  due 
to  repeated  haemorrhages,  and  that  the  extreme  tenseness  of  the 
cyst  at  my  first  examination,  which  made  me  think  it  was  a solid 
growth,  was  caused  by  a recent  escape  of  blood.  Pancreatic 
cysts  have  very  frequently  been  associated  with  injuries,  and 
it  has  been  supposed  that  they  are  retention  cysts  caused  b.v 
obstruction  of  a duct  from  inflammatory  contraction  of  its  wau? 
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Bat  Sean  showed  that  very  little  dilatation  followed  experimental 
obliteration  of  the  duct,  and  that  a part  of  the  gland  physio- 
logically separated  from  the  main  duct  underwent  simple  atrophy. 
He  and  Cathcart  have  suggested  that  these  cysts  are  due  to 
rupture  of  the  tissue  of  the  gland,  the  formation  of  an  adventi- 
tious membrane,  and  the  continued  escape  of  blood  and  pancreatic 
- secretions  into  the  cyst  thus  formed.  It  is  difficult  to  imagine 
how  such  a tumour  as  that  which  I removed  could  have  formed 
in  either  of  these  ways.  The  existence  of  many  loculi  in  the 
1 growth,  and  the  fact  that  some  of  the  smaller  loculi  grew  from 
the  inside  of  the  w'all  of  larger  ones,  are,  I think,  inconsistent  with 
either  of  these  modes  of  development.  It  seems  to  me  that  the 
tumour  which  I show,  and  which  I have  presented  to  the  Museum 
of  the  Royal  College  of  Surgeons  of  England,  is  a true  neoplasm. 

Another  question  is  suggested  by  the  consideration  of  these 
; cases.  If  pancreatic  cysts  are  caused  by  an  accidental  laceration 
of  pancreatic  tissue  followed  by  the  effusion  of  blood  and  pan- 
creatic secretions  into  an  adventitious  sac,  there  must  be  some 
risk  that  a surgical  wound  of  the  organ  may  also  give  rise  to  a 
.jystic  development.  It  seems  to  me,  therefore,  that  a patient 
should  be  cautioned  particularly  to  avoid  exertion  and  excitement 
or  a prolonged  period  after  the  pancreas  has  been  wounded 
luring  an  operation.  A recognition  of  the  possibility  of  such  a 
1 levelopment  might  lead  to  a favourable  prognosis  if  there  should 
I ippear  to  be  a recurrence  of  a pancreatic  cystic  growth  which 
iad  been  removed.  Simple  drainage  would  be  the  obvious  treat- 
lent,  and  it  is  a question  whether  it  would  not  be  wise  in  all 
ases  to  drain  the  wound  after  such  an  operation  as  I have 
escribed. 

This  case  is  the  only  one  of  pancreatic  cyst  that  I have  seen, 
rith  the  exception  of  that  related  by  Mr.  Doran.  His  report,  and 
ie  reports  of  similar  cases,  indicate  that  in  many  instances  the  com- 
lete  removal  of  such  cysts  is  quite  impossible.  Moreover,  single 
■ j rsts  have  frequently  been  cured  by  drainage.  Obviously  it  would 
I >t  be  right  under  these  circumstances  to  attempt  to  enucleate 
rery  pancreatic  cyst,  and  it  seems  to  me  that  those  which  are 
rectly  due  to  injuries  must  be  specially  unsuitable  for  complete 
moval.  When  the  tumour  is  multilocular,  however,  and  when  it 
connected  with  the  pancreas  by  a comparatively  small  surface,  it 
>uld  appear  to  be  proper  treatment  to  effect  a complete  excision. 
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In  each  case  the  decision  as  to  which  course  to  adopt  should  be 
reserved  until  the  abdomen  is  opened.  There  can  be  little  doubt 
that  as  my  patient  has  recovered  from  the  operation,  complete 
removal  of  the  tumour  in  her  case  was  more  satisfactory  than  a 
partial  excision  with  drainag’e  would  have  been.  In  a debilitated 
patient,  on  the  other  hand,  an  operation  of  this  kind  would  be  a 
very  dangerous  and  probably  an  unjustifiable  one. 

These  cysts  are  very  rare.  Dr.  Hale  White  has  recorded*  that 
in  the  years  1883  to  1894,  both  inclusive,  nearly  6,000  post-mortem 
examinations  were  made  at  Guy’s  Hospital  and  that  pancreatic 
cysts  were  found  in  only  four  cases.  One  of  these  was  a case  of 
hydatids,  so  that  there  was  only  about  one  case  of  pancreatic  cyst 
in  every  2,000  necropsies.  My  colleague,  Mr.  Doran,  has  given  us 
a most  interesting  resume  of  the  published  records  of  cysts  of  the 
pancreas  which  have  been  treated  by  operation,  f He  tells  me 
that  he  has  found  some  112  cases,  and  that  the  tumours  were 
completely  removed  in  about  a dozen  only  of  these,  the  others 
being  drained.  The  exact  number  of  complete  excisions  is 
uncertain  because  in  one  or  two  instances  the  report  does  not  state 
definitely  whether  the  removal  was  complete  or  partial.  My  case 
seems  to  be  the  second  case  reported  of  complete  removal  of  one 
of  these  cysts  in  this  country,  Mr.  Clutton’s,  in  the  ‘ St.  Thomas’s 
Hospital  Repoi’ts,’  1893,  being  the  first.  Most  of  the  recorded 
cases  of  complete  removal  have  recovered,  but  the  operation 
hardly  seems  so  safe  as  might  be  inferred  from  this  fact.  Trouble 
in  arresting  haemorrhage  has  been  met  with  frequently,  and  my 
case  is  interesting  as  showing  that  although  I had  very  serious 
cause  for  anxiety  on  this  score,  all  haemorrhage  from  the  divided 
pancreatic  tissue  was  completely  arrested.  The  chief  difficulty 
was  to  see  and  manipulate  the  parts — a difficulty  which  I have 
frequently  encountered  in  dealing  with  haemorrhage  in  the  pelvis. 

My  friend  Dr.  Malcolm  Mackintosh  has  made  an  interesting 
report  J which  indicates  one  termination  of  such  a case  as  that  I | 
have  related  when  the  tumour  is  not  treated  surgically.  The 
case  was  one  of  severe  illness,  commencing  suddenly,  almost 
immediately  after  the  patient,  an  apparently  healthy  man,  had 
lifted  a heavy  sack.  Symptoms  began  with  “ pain  at  the  lower 
border  of  the  ribs  on  the  left  side  in  the  line  of  the  nipple.”  This 

* ‘ The  Lancet,’  December  26th,  1896,  p.  1805. 

f Loc.  cit.,  ante,  p.  92. 

X ‘ The  Lancet,’  October  24th,  1896,  p.  1149. 
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was  followed  by  fever  (102°  F.),  dyspnoea,  dulness  of  the  base 
of  the  left  lung,  distant  respiratory  murmur,  diminished  vocal 
fremitus  and  resonance,  with  slight  cough  and  scanty  expectora- 
i tion.  A coarse  crepitus  was  heard  over  the  whole  of  the  dull 
area  at  the  end  of  inspiration.  After  three  weeks  in  bed  the  man 
.got  well  and  resumed  work.  During  the  illness  there  was  no 
condition  pointing  to  the  necessity  for  examining  the  urine  for  the 
presence  of  sugar,  and  this  was  not  done.  Five  months  later  the 
.patient  was  seized  with  headache,  backache,  and  pain  in  the  left 
loin,  with  a temperature  of  102°  F.  and  a feeble  pulse  beating  120 
tto  the  minute.  Four  days  later  the  whole  of  the  base  of  the  left 
lung,  both  in  front  and  behind,  was  dull  on  percussion,  and 
:the  apex  beat  was  displaced  to  the  right  of  the  sternum.  The 
resence  of  fluid  in  the  pleura  was  diagnosed.  Next  day  sugar 
as  found  in  the  urine,  and  for  four  days  from  140  to  200  ounces 
of  urine  loaded  with  sugar  were  passed  in  the  24  hours.  The 
ipper  part  of  the  abdomen  could  not  be  satisfactorily  palpated 
iwing  to  distension  of  the  hollow  viscera.  On  the  twelfth  day 
if  the  illness  15  ounces  of  odourless,  reddish-brown  fluid  were 
removed  from  the  left  pleural  cavity,  but  without  relief,  and 
he  patient  died  two  days  later.  The  post-mortem  examination 
howed  recent  pleuritic  adhesions  over  the  base  of  the  left  lung, 
i'he  whole  of  the  organs  occupying  the  left  half  of  the  abdomen 
v'ere  matted  together  by  old  strong  adhesions.  Below  and  behind 
hhe  spleen  a large  fluctuating  mass  was  discovered  “ containing 
nbout  2 pints  of  thin,  sticky,  slimy-looking  fluid,  none  of  which, 
mfortunately,  was  preserved  for  examination.  The  cyst  was 

mltilocular The  pancreas  was  almost  entirely  destroyed, 

ue  only  trace  of  it  that  could  be  found  being  a small  piece  of 
ancreatic  tissue  in  the  upper  and  posterior  part  of  the  wall  of 
ae  cyst.”  The  other  organs  appeared  healthy.  Dr.  Mackintosh 
mlined  to  the  belief  that  “ a previously  existing  pancreatic  cyst 
id  taken  on  inflammatory  action  which  spread  to  the  tissues  in 
e vicinity.” 

The  fluid  in  some  of  these  cysts  is  very  irritating.  Dr.  Churton 
corded*  that  although  “the  finest  needle  of  a small  exploring 
ringe”  was  used  in  aspirating  a pancreatic  cyst  “a  circumscribed 
ritonitis  appeared  to  result”  from  the  puncture.  Mr.  Cathcartf 

* * Transactions  of  the  Clinical  Society  of  London,’  vol.  xxvii,  p.  2t6. 
t 'Edinburgh  Medical  Journal,’  1890,  p.  17. 


10 


MULTILOCULAR  CYST  OF  THE  PANCREAS. 


used  a hypodermic  syringe  to  explore  one  of  these  cysts,  and 
almost  immediately  the  contents  of  the  tumour  flooded  the  peri- 
toneal sac,  giving  rise  to  intense  pain.  In  my  case  the  cyst  walls 
were  very  thin,  and  a blow  might  easily  have  caused  a rupture 
and  effusion  of  the  contents  into  the  connective  tissue  around, 
followed  by  inflammatory  symptoms,  possibly  of  an  obscure  or 
misleading  character,  like  those  in  the  case  I have  just  quoted. 
Under  such  conditions  a correct  diagnosis  could  he  made  only 
by  an  exploration  of  the  abdominal  cavity,  and  this  was 
certainly  not  justified  under  the  circumstances  described  by 
Dr.  Mackintosh. 

The  possibility  that  a tumour  may  be  a pancreatic  cyst  would, 
therefore,  appear  to  be  a special  reason  for  carefully  considering 
whether  it  is  practicable  to  cure  it  by  surgical  means,  and  for 
making  an  exploratory  incision  at  an  early  stage  of  the  disease  in 
cases  of  doubt. 

[N.B. — In  August,  1898,  the  patient  was  strong  and  well.] 
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